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A  Legislative  Snapshot: 


Medicaid  Legislation 

Eligibility,  Service  Coverage,  Reimbursement 

and  Administration 


Title  XIX  of  the  Social  Security  Act  requires  state  Medicaid  programs  to  pro- 
vide a  certain  level  of  coverage  and  eligibility;  beyond  that,  however,  states  are 
given  great  leeway  to  determine  the  configuration  of  their  program.  Twenty-one 
states  enacted  40  separate  pieces  of  legislation  pertaining  to  medical  assistance 
eligibility,  service  coverage,  reimbursement  and  administration  during  the  1979 
session. 


Administration 

The  changes  wrought  by  the  legislatures  on  the  administration  of  each  state's 
Medicaid  program  range  across  a  wide  spectrum  from  the  administrative 
organization  of  Florida's  department  to  a  reduction  in  the  counties'  contribution  to 
Nebraska's  medical  assistance  program. 

Three  states  passed  enabling  legislation  regarding  the  administrative  review 
process  for  Medicaid  decisions  in  the  1979  session  (Louisiana,  Missouri,  and 
Washington).  The  Washington  statute  is  especially  interesting  in  the  way  it  requires 
the  department  to  supply  persons  (either  providers  or  beneficiaries)  with  a  tape  or 
a  transcript  of  the  hearing  at  their  request.  Legislation  passed  in  Louisiana  and 
Missouri  deal  with  administrative  aspects  of  the  review  process,  including  the 
salaries  of  commissioners,  authorization  to  subpoena  witnesses  and  records,  and 
permission  to  file  class  action  suits. 


by  Kathleen  A.  Brennan 
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Indiana,  Maine,  and  Oregon  all  approved  laws  pertaining  to  personal  expenditure 
funds  for  nursing  home  residents.  Oregon  initiated  and  Indiana  amended  statutes  to 
allow  Medicaid  patients  in  a  nursing  home  to  retain  a  monthly  allowance  out  of 
their  personal  income.  Indiana's  statute  had  previously  required  that  the  institution 
pay  the  patient  the  allowance.  In  both  cases,  the  department  with  responsibility 
for  medical  assistance  must  provide  a  personal  needs  supplement  to  those  persons 
whose  income  does  not  equal  the  level  of  the  allowance. 

The  non-institutionalized  spouse  of  a  medically  indigent  nursing  home  resi- 
dent in  Maine  is  now  authorized  to  receive  $2520  a  year  from  the  resident's  public 
assistance  income. 

Maryland  and  North  Carolina  addressed  the  issue  of  using  Medicaid  funds  to 
reimburse  nursing  homes  for  the  days  residents  spend  outside  the  institution  in 
therapeutic  home,  hospital,  or  rehabilitation  service  leave.  Nursing  homes  in 
Maryland  will  receive  uninterupted  payments  if  a  patient  is  absent  because  of  an  in- 
patient hospital  stay  for  up  to  15  days.  Both  North  Carolina  and  Maryland  allow  up  to 
18  days  of  therapeutic  leave  in  a  twelve  month  period. 

Other  new  provisions  in  state  Medicaid  laws  in  1979  include  the  following: 

•  Nebraska's  reduction  of  the  county  share  of  the  medical  assistance  bill  for 
its  residents  to  16  percent; 

•  A  resolution  in  California  in  protest  of  Medicaid's  drastic  reduction  in 
payments  for  physicians  providing  emergency  medical  services; 

•  Establishment  of  a  deputy  assistant  secretary  for  Medicaid  and  a  Medicaid 
Advisory  Council  in  Florida; 

•  A  requirement  that  Iowa's  county  mental  institutions  provide  the  county 
with  statements  showing  all  Medicare,  Medicaid,  and  personal  payments 
made  in  behalf  of  a  patient  prior  to  the  county's  payment  of  the  balance; 

•  Maryland's  request  for  a  study  of  fiscal  and  access  problems  connected  with 
the  state's  reimbursement  of  nursing  homes; 

•  An  extension  for  presenting  charges  to  Washington's  program  from  60  to 
120  days. 

Reimbursement 

California,  Hawaii,  Idaho,  Illinois,  New  Hampshire,  New  York  and  North  Carolina  all  ex- 
amined the  reimbursement  process  set  up  in  their  Medicaid  legislation  and  made 
alterations  in  the  mechanism. 

North  Carolina  assumed  the  counties'  share  of  the  costs  for  state-operated  in- 
termediate care  facilities  for  the  mentally  retarded  because  of  an  unbudgeted  rise 
in  the  demand  for  such  services.  The  New  Hampshire  legislature  attempted  to  build 
in  cost  constraint  incentives  into  its  reimbursement  process  by  allowing  long  term 
care  facilities  that  are  in  compliance  with  federal  and  state  standards  to  retain  a 
portion  of  the  difference  between  their  costs  and  the  75th  percentile  of  the  cost 
figures  of  the  nursing  homes  in  the  state. 

In  Illinois,  the  legislature  dropped  their  efforts  to  initiate  cost-based  reimburse- 
ment for  long  term  care  facilities  and  retained  their  negotiated  fee  schedule,  while 
Idaho  began  paying  all  Medicaid  service  providers  exclusively  on  a  cost-based 
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system.  Hawaii  recently  began  to  base  its  payments  to  all  providers  (now  including 
podiatrists,  osteopaths,  and  optometrists)  on  a  usual,  customary  and  reasonable 
state  profile  as  a  result  of  1979  legislation. 

Medicaid  reimbursement  for  hospital  outpatient  and  emergency  services  is 
the  subject  of  1979  changes  in  New  York's  law.  These  payments  are  now  divided  in- 
to operating  and  capital  costs,  with  the  law  establishing  parameters  for  calculating 
each  component. 

Two  laws  affecting  reimbursement  practices  were  passed  in  California's 
legislative  session.  First,  reimbursement  rates  are  increased  by  at  least  three  per- 
cent across  the  board.  Moreover,  the  Director  is  authorized  to  adjust  payment 
scales  in  order  to  implement  the  California  Relative  Value  Scale. 

Service  Coverage 

Expansion  and  contraction  of  Medicaid  covered  services  are  generally  ac- 
complished through  the  state's  regulatory  authority.  Evidence  of  legislative  in- 
volvement in  the  scope  of  services,  however,  can  be  seen  in  state  authorizing  and 
appropriating  legislation  in  1979. 

The  Mississippi  legislature,  for  instance,  made  extensive  additions  to  covered 
services.  These  additions  include: 

1)  eyeglasses  after  eye  surgery; 

2)  acute  inpatient  and  skilled  nursing  care  for  persons  with  tuberculosis  and 
mental  diseases; 

3)  care  provided  in  intermediate  care  facilities  and  Christian  Science 
Sanitoria; 

4)  family  planning  and  other  clinic  services. 

Mississippi  also  reduced  certain  services.  Recipients  were  limited  to  30  days  of 
inpatient  hospital  care  as  a  result  of  1979  legislation,  and  prescription  entitlement 
was  constrained  to  seven  per  month. 

A  new  law  in  Florida  added  a  number  of  services  to  those  that  may  be  reim- 
bursed under  the  medical  assistance  program.  There  is  a  stipulation  that  the 
department  must  set  up  a  process  to  prevent  fraud  and  abuse  in  the  provision  of 
these  services,  and  recipients  are  limited  in  the  quantity  of  each  item  that  they  may 
receive  under  Medicaid.  The  statute  covers  dentures,  eyeglasses  and  hearing  aids 
and  the  professional  services  involved  in  dispensing  them. 

Meanwhile,  New  York  upgraded  podiatry  and  private  duty  nursing  from  op- 
tional to  required  services  under  the  state's  Medicaid  program.  Moreover, 
physicial  therapy,  occupational  therapy,  and  speech  pathology  are  no  longer  ex- 
cluded from  reimbursement  unless  provided  under  the  direction  of  a  physician. 

Oklahoma  earmarked  funds  for  chiropractic  services  ($5,000)  and  adult  dental 
care  ($43,204)  for  indigent  patients  under  Medicaid  in  1979.  In  addition,  the 
legislature  expanded  the  vendor  drug  program  to  include  the  aged,  blind  and 
disabled,  as  well  as  the  medically  needy  with  a  catastrophic  illness. 
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Eligibility 

Medicaid  eligibility  standards  were  altered  in  1979  by  a  number  of  states  that 
either  changed  categorical  groups  or  income/asset  ceilings. 

Four  states  made  categorical  changes.  Mississippi  moved  to  include  children 
who  had  been  under  the  custody  of  a  state  or  county  welfare  agency,  and  disabled 
children  who  would  be  Medicaid  eligible  except  for  their  age. 

New  York  required  its  Social  Services  department  to  make  a  special  effort  to 
help  persons  released  from  a  long  term  stay  in  a  state  mental  facility  (five  or  more 
years)  to  obtain  Medicaid  coverage.  A  similar  exception  is  made  for  California 
residents  who  are  unable  to  care  for  themselves.  In  the  latter  state,  if  the  appli- 
cant's guardian  fails  to  provide  the  information  necessary  to  prove  eligibility, 
other  concerned  individuals  may  do  so. 

Only  Illinois  enacted  new  legislation  that  dealt  with  provider  eligibility  for  par- 
ticipation in  the  medical  assistance  program.  The  statute  now  requires  that  a  ven- 
dor's authority  under  the  Medicaid  act  be  terminated  if  the  vendor  is  not  properly 
licensed. 

Financial  eligibility  for  Medicaid  is,  of  course,  closely  related  to  the  eligibility 
levels  for  public  assistance  payments.  Under  federal  law,  recipients  of  Aid  to 
Families  with  Dependent  Children  (AFDC)  and,  in  most  states,  recipients  of  Sup- 
plemental Security  Income  (SSI)  are  automatically  qualified  for  Medicaid.  In  ad- 
dition, states  may  offer  assistance  for  other  groups  of  medically  needy  persons 
with  incomes  up  to  a  maximum  of  133  percent  of  the  state  AFDC  level. 

Maryland  raised  its  minimum  levels  in  two  areas.  First,  regardless  of  family 
size,  the  ceiling  for  coverage  was  raised  by  $200.  Second,  eligibility  for  the  phar- 
macy assistance  program  is  expanded  by  allowing  those  persons  with  an  income 
up  to  $1500  above  the  medical  assistance  cut-off  point  to  receive  aid. 

New  York  increased  its  eligibility  levels  only  for  families  of  three  or  less  to  a 
maximum  of  $4900  for  a  family  of  three;  larger  families,  however,  received  no  in- 
crease. A  resolution  in  Delaware  expressed  the  legislature's  dissatisfaction  with  the 
low  income  ceiling  in  the  state's  medically  needy  program.  In  addition,  the 
Department  of  Health  and  Social  Services  is  directed  to  increase  its  level. 

Indiana's  1979  Medicaid  statute  is  the  most  involved  of  the  new  laws.  The 
legislature  expanded  the  concept  of  "immediate  family"  by  including  the  appli- 
cant's spouse,  dependent  children,  or,  for  dependent  children  under  twenty-one, 
parents  and  siblings.  In  addition,  a  schedule  was  established  to  define  income  and 
wealth  standards  for  medical  assistance  eligibility.  Residents  of  Indiana  must 
"spend  down"  to  the  schedule  amount  prior  to  receiving  Medicaid  benefits. 
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The  Intergovernmental  Health  Policy  Project  has  full  text  copies  of  each  of 
the  state  laws  relating  to  Medicaid  in  1979  on  file.  Should  a  particular  law  or  laws 
be  of  special  interest,  a  copy  would  be  made  available  free  of  charge  upon  request. 
Please  do  not  request  all  of  the  laws  noted  in  this  snapshot.  Also,  please  enclose  a 
self-addressed  label  —  it  is  extremely  helpful  to  our  staff. 


1 

Note:  Every  attempt  was  made  to  be  as  comprehensive  as  possible  in 
listing  these  state  laws.  Some  omissions  or  misinterpretations, 
however,  may  occur.  The  Intergovernmental  Health  Policy  Project 
would  appreciate  being  notified  about  such  problems  should  they 
occur.  We  also  would  appreciate  being  kept  up-to-date  about  further 
activities  on  these  issues  in  the  states. 


State-by-State  Summary  of  1979  Enactments 
Relating  to  Medicaid: 

Eligibility,  Service  Coverage,  Reimbursement 
and  Administration 
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California:  Assembly  Bill  1415 

Prevents  providers  given  proof  of  Med-Cal  eligibility  from  attempting  to  col- 
lect from  the  Medicaid  beneficiary.  If  the  beneficiary  accumulates  a  large  bill 
(over  $500),  the  provider  must  issue  a  receipt  that  eligibility  has  been  established. 
Nursing  homes  are  exempted  from  this  latter  provision. 

California:  Assembly  Bill  612,  Chapter  256 

Requires  the  state  director  of  Health  Services  to  adopt  regulations  relating  to 
Medi-Cal  reimbursement  levels.  These  regulations  must  be  promulgated  within  30 
days  of  the  passage  of  the  annual  Budget  Act  or  other  appropriations  bills  that  af- 
fect Medi-Cal  funding  in  order  to  follow  legislative  intent  in  a  timely  fashion. 

California:  Assembly  Bill  275,  Chapter  1197 

Authorizes  the  Director  of  Health  Services  to  set  reimbursement  rates  for 
providers  under  Medi-Cal. 

Providers  of  health  services  are  required  to  be  reimbursed  at  a  rate  at  least 
three  percent  higher  than  the  June  1979  rate,  although  the  director  may  authorize 
higher  increases.  Adjustments  also  may  be  made  in  payment  rates  in  order  to  im- 
plement the  California  Relative  Value  Scale,  or  to  comply  with  any  other  federal 
or  state  statute. 

Medi-Cal  funding  rates  for  abortions  are  specifically  excluded  from  this  law, 
and  may  be  reduced. 

California:  Assembly  Bill  1257 

This  law  authorizes  interested  individuals  to  provide  Medicaid  eligibility  in- 
formation for  Medicaid  applicants  or  recipients  who  are  incapable  of  caring  for 
themselves,  if  the  applicant's  guardian  fails  to  do  so.  In  addition,  up  to  three 
months  of  retroactive  eligibility  may  be  afforded  to  the  beneficiary  whose  guar- 
dian failed  to  act  in  an  expeditious  manner. 

California:  Senate  Concurrent  Resolution  20 

In  response  to  a  60  percent  reduction  in  payments  for  emergency  physicians' 
services  by  Medi-Cal,  the  Senate  requested  that  public  input  be  obtained  prior  to 
implementation  of  this  new  section  of  Medi-Cal's  policy. 
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Delaware:  House  Resolution  102 

The  Delaware  legislature  found  that  the  state's  medical  assistance  eligibility 
ceiling  was  low  in  comparison  to  adjacent  and  similar  states.  The  Secretary  of  the 
Department  of  Health  and  Social  Services  is  directed  to  increase  this  level  after 
study  to  a  more  appropriate  figure. 

Florida:  Public  Act  79-382,  House  Bill  506 

Optional  services  are  added  to  Florida's  list  of  Medicaid  services  by  this  act, 
but  the  department  is  mandated  to  set  up  and  implement  rules  to  prevent  fraud 
and  abuse  in  the  provision  of  this  assistance. 

The  additions  are: 

•  Dentures  made  by  or  under  the  direction  of  a  licensed  dentist,  as  well  as 
the  services  of  the  dentist  required  for  the  dispensing  of  dentures. 

•  Eyeglasses,  and  the  repair  of  eyeglasses,  prescribed  by  a  licensed  physician 
specializing  in  diseases  of  the  eye  or  a  licensed  optometrist;  professional 
services  provided  in  connection  with  the  prescription  of  eyeglasses  are 
covered. 

•  Services  of  a  licensed  ear  specialist  or  audiologist,  upon  referral  by  a 
physician,  for  hearing  aid  candidacy  testing. 

•  Dispensing  and  repair  of  hearing  aids,  as  well  as  the  cost  of  the  device 
itself. 

Limits  are  placed  on  the  number  of  eyeglasses  and  hearing  aids  that  may  be 
obtained  per  recipient  in  certain  time  periods,  but  exceptions  are  permitted  on  a 
case-by-case  basis. 

In  the  event  that  Medicaid  utilization  and  expenditures  are  experienced  at  a 
higher  level  than  provided  for  in  the  budget,  the  secretary  is  empowered  to  ter- 
minate reimbursement  for  these  services  after  two  weeks  notice.  (Note:  federal 
Medicaid  regulations  require  10  days  notice  prior  to  termination,  42  C.F.R. 
431.211) 

The  department  may  not  require  copayments  or  coinsurance  on  these  ser- 
vices unless  authorized  by  the  legislature. 

Florida:  House  Bill  1770 

Reorganizes  the  Medicaid  program  and  establishes  and  outlines  the  duties  of 
a  new  deputy  assistant  secretary  for  Medicaid.  Gives  office-holder  the  respon- 
sibility for  all  Medicaid  planning  and  development  funding,  and  establishes  a 
Medicaid  advisory  council. 

Hawaii:  Senate  Bill  31,  SD  2,  Act  52 

Amends  Hawaii's  public  assistance  payments  law  by  substituting  the  term 
"financial  assistance"  for  the  words  "money  payments"  wherever  they  occur  in 
the  statute. 
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Hawaii:  House  Bill  605,  HD  1,  SD  1 

Alters  the  state's  Medicaid  payment  system  in  four  ways.  First,  the  Depart- 
ment of  Social  Services  and  Housing  is  empowered  to  determine  the  rate  of  pay- 
ment due  to  all  providers  of  medical  care.  Second,  the  term  "provider  of  medical 
care"  is  expanded  to  include  podiatrists,  osteopaths,  and  optometrists  as  potential 
Medicaid  vendors.  Third,  fees  paid  to  providers,  as  well  as  the  biennial  budget  re- 
quest of  the  program,  must  be  based  on  usual,  customary,  and  reasonable  fees  in 
the  state.  Finally,  permits  federally  designated  HMOs  to  be  paid  for  services  to  the 
medically  indigent  on  a  prepaid  basis. 

Idaho:  Chapter  316,  Senate  1191 

Requires  the  Department  of  Health  and  Welfare  to  pay  the  full  reasonable 
costs  of  care  to  each  and  every  provider  of  medical  services  to  medically  indigent 
patients.  Forbids  the  use  of  the  previous  "allowable  cost"  reimbursement 
mechanism. 


Illinois:  Public  Act  81-487 

Illinois  amended  its  medical  assistance  law  by  deleting  the  section  covering 
cost-related  reimbursement  for  long  term  care  facilities.  A  legislative  committee, 
which  was  established  to  determine  a  cost  computation  formula  and  make  recom- 
mendations on  payment  levels,  is  disbanded. 

Illinois:  Public  Act  81-225 

Illinois  Public  Act  81-225  alters  the  Illinois  Public  Aid  Code.  Termination  of 
a  vendor's  Medicaid  authorization  is  now  mandatory  rather  than  optional  if  the 
vendor  is  not  properly  licensed  or  if  the  license  has  been  terminated. 


Indiana:  Senate  Bill  104 

Public  assistant  recipients  in  hospitals,  skilled  nursing  and  intermediate  care 
facilities,  boarding  and  residential  homes,  and  Christian  Science  facilities  are  no 
longer  paid  a  monthly  allowance  out  of  their  personal  income.  If  that  income  is 
less  than  the  amount  of  the  personal  allowance,  the  Department  of  Public  Welfare 
must  make  up  the  difference.  This  legislation  also  increases  the  maximum  amount 
of  non-medical  assistance  paid  for  Medicaid  recipients  living  in  a  boarding  home, 
residential  home,  or  Christian  Science  facility  from  $300  to  $375. 

Senate  Bill  104  also  deletes  the  category  of  delinquent  children  from  those 
who  receive  direct  care  and  treatment  from  the  Department  of  Public  Welfare.  In- 
stead, the  Department  is  given  the  responsibility  for  licensing  of  foster  homes  and 
assuring  the  quality  of  the  care  provided  to  delinquent  children  and  children  in 
need  of  foster  home  care. 
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Indiana:  Enrolled  Act  457 

Amends  Indiana's  Medicaid  law  in  two  ways.  First,  the  term  "immediate 
family"  is  defined  to  mean  the  applicant's  spouse  and  dependent  children  under 
21;  or,  if  the  applicant  is  under  21  and  unmarried,  it  includes  parents,  brothers 
and  sisters. 

Secondly,  income  and  wealth  standards  for  recipients  of  public  assistance  are 
established.  Income  is  deemed  to  be  the  total  income  of  the  immediate  family.  The 
Indiana  statute  sets  up  a  formula  to  establish  the  amount  that  the  family  can  con- 
tribute to  medical  care.  The  formula  requires  that  a  single  person  must  "spend 
down"  to  $5000  before  gaining  eligibility.  A  two  member  family  has  an  income 
eligibility  ceiling  of  $8500;  $2000  is  added  to  this  amount  for  every  additional 
family  member. 

Iowa:  House  Bill  677 

Two  sections  in  Iowa's  medical  assistance  statute  were  amended  in  the  1979 
session.  The  first  requires  that  county  mental  institutions  must  include  any 
Medicaid  or  Medicare  payments  on  the  individual  statement  of  charges  submitted 
to  the  county.  The  second  alteration  changes  the  prioritization  of  optional 
coverage  groups  for  Medicaid  that  has  been  set  up  by  the  legislature.  Indigent  and 
medically  indigent  residents  of  a  mental  institution  who  are  under  21  or  over  65 
are  placed  third  in  line  for  Medicaid  eligibility  in  case  the  legislature  ever  reduces 
coverage  for  these  "optional"  groups. 

Louisiana:  Senate  Bill  549,  Act  690 

This  Louisiana  statute  provides  a  process  for  administrative  appeals  of 
medical  assistance  decisions.  Hearings  must  be  made  available  to  both  public 
assistance  recipients  and  applicants,  as  well  as  providers  of  services  (medical  and 
social  service  providers,  child  care  agencies,  and  day  care  centers).  The  Office  of 
the  Secretary  may  subpoena  witnesses  and  records,  and  failure  to  appear  may  be 
grounds  for  contempt.  After  all  administrative  channels  have  been  exhausted,  ag- 
grieved parties  may  appeal  to  the  courts. 

Maine:  House  Bill  1054,  Legislative  Document  1305 

A  chapter  is  added  to  Maine's  Medicaid  act  dealing  with  the  spouses  of 
medically  indigent  nursing  home  residents.  A  dependent  spouse  is  now  entitled  to 
receive  $2520  a  year  from  the  nursing  home  resident's  income. 

Maryland:  Chapter  366,  House  Bill  955 

Maryland  Chapter  366  increases  the  maximum  cut-off  for  pharmacy 
assistance  to  $1500  greater  than  the  medical  assistance  eligibility  level.  In  Chapter 
228,  the  Secretary  of  Health  and  Mental  Hygiene  is  given  the  authority  to  define 
excluded  assets,  and  apply  medical  assistance  eligibility  levels  across  family  size.  A 
final  provision  covers  pharmacy  reimbursement  and  establishes  copayments  not 
to  exceed  $1  for  each  prescription  or  other  covered  service. 
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Maryland:  House  Bill  522,  Chapter  557 

The  law  raises  the  medical  assistance  eligibility  level  in  Maryland  by  $200  for 
all  family  sizes. 


Maryland:  House  Bill  344,  Chapter  328 

This  statute  changes  the  circumstances  under  which  the  Department  will  use 
public  funds  to  ensure  that  a  nursing  home  will  keep  a  bed  open  for  a  patient  on  a 
temporary  leave  of  absence.  Payments  to  the  long  term  care  facility  will  be  made 
for  a  maximum  of  15  days  per  stay  when  the  patient  is  transferred  to  an  acute  care 
hospital.  A  patient  may  take  a  leave  of  absence  to  visit  family  or  friends,  or  for 
state-approved  therapeutic  or  rehabilitative  services,  but  the  state  will  only  pay  for 
18  days  of  such  leave  in  any  twelve  month  period. 

Maryland:  Senate  Joint  Resolution  10 

Maryland  Senate  Joint  Resolution  10  requests  that  the  Governor  set  up  a 
committee  to  study  the  problem  of  financial  access  to  quality  nursing  home  care 
of  Maryland  Medicaid  enrollees.  The  commission  is  told  to  look  closely  at  the 
fiscal  impacts  of  such  a  policy  and  to  focus  their  findings  on  ways  in  which  the 
Health  Services  Cost  Review  Commission  or  the  Medical  Assistance  Program  in 
Maryland  could  be  used  to  alleviate  the  problem. 


Mississippi:  House  Bill  1453 

This  is  an  appropriations  act  that  sets  limits  on  various  items  in  the  Mississip- 
pi Medicaid  budget  and  establishes  a  ceiling  on  total  Medicaid  expenditures.  A 
cap  is  also  placed  on  employment  in  the  agency  and  an  evaluation  process  is 
established  to  determine  if  vacant  positions  should  be  filled. 


Mississippi:  House  Bill  1096 

Mississippi  made  extensive  changes  in  its  Medicaid  law  during  the  1979 
legislative  session. 

Although  a  30  day  limit  is  placed  on  inpatient  hospital  entitlement,  the  law 
generally  increases  the  purview  of  the  Medicaid  program.  House  Bill  1096  greatly 
expands  the  program's  scope  by  including  as  eligible  services: 

1 .  Eyeglasses  after  eye  surgery; 

2.  Care  given  to  patients  with  tuberculosis  or  mental  diseases  in  either  acute 
or  skilled  nursing  facilities; 

3.  Care  in  certified  Christian  Science  Sanitoria; 

4.  Services  provided  in  intermediate  care  facilities; 

5.  Family  planning  services  and  supplies  provided  under  the  care  of  a  physi- 
cian; and, 

6.  Clinic  services. 


■ 
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A  number  of  alterations  pertain  to  Medicaid  pharmacy  payments.  Generical- 
ly  equivalent  drug  products  are  mandated,  if  available.  Medicaid  payments  for 
drugs  are  now  limited  to  seven  prescriptions  per  month.  Over-the-counter  drugs, 
except  for  those  listed  in  the  law,  will  not  be  paid  for  by  Mississippi  Medicaid. 
Finally,  pharmaceutical  reimbursement  levels  will  be  equal  to  actual  acquisition 
costs,  plus  the  reasonable  costs  of  handling,  as  determined  by  the  commission. 

Entitlement  to  benefits  is  expanded  to  include  children  who  had  formerly 
been  in  the  custody  of  the  state  or  county  welfare  agency,  and  disabled  children 
who  would  qualify,  except  for  their  age,  for  Medicaid  eligibility  under  Title  XIV. 

Mississippi:  Senate  Bill  2865 

This  Mississippi  legislation  increased  the  Medicaid  Commission's  appropria- 
tion by  one  million  dollars  in  order  to  cover  increased  costs  of  provider  services. 

Missouri:  House  Bill  88 

House  Bill  88  pertains  to  administrative  review  of  the  actions  of  Missouri's 
Department  of  Social  Services.  Both  potential  and  actual  providers  of  Medicaid 
services,  and  applicants  and  recipients  of  medical  assistance  are  given  the  oppor- 
tunity for  a  hearing  in  case  of  grievances. 

Additional  provisions  in  the  statute  place  the  burden  of  proof  on  the  person 
seeking  relief;  establishes  the  salaries  of  commissioners;  places  a  lower  limit  of 
$500  as  the  basis  for  a  grievance  hearing;  and,  permits  class  action  suits. 

Nebraska:  Legislative  Bill  138 

Legislative  Bill  138  reduces  the  county  share  of  Nebraska's  residents'  medical 
assistance  payments  first  to  18  percent  and  then  to  16  percent.  Those  in  state  in- 
stitutions or  on  reservations  are  exempted.  Counties  are  not  required  to  contribute 
for  non-residents,  whose  Medicaid  bill  will  be  paid  solely  by  state  and  federal 
funds. 


New  Hampshire:  Senate  Bill  150,  Chapter  387 

This  legislation  sets  up  a  program  to  provide  incentives  for  containing 
Medicaid  nursing  home  costs.  It  permits  nursing  homes  to  retain  25  percent  of  the 
difference  between  their  recognized  costs,  as  determined  by  the  New  Hampshire 
division  of  welfare,  and  the  75th  percentile  of  the  recognized  costs  of  all  nursing 
homes  falling  within  the  approved  state  plan.  In  the  interests  of  quality  care, 
facilities  not  in  compliance  with  HHS  and  state  standards  are  not  eligible  for  the 
program. 
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New  York:  Chapter  56 

Rates  of  payment  for  the  operating  cost  component  of  general  hospital  out- 
patient and  emergency  services,  and  treatment  and  diagnostic  center  services  no 
longer  require  certification  that  they  are  related  to  the  costs  of  the  production  of 
services  in  order  to  be  reimbursed. 

This  statute  establishes  that  the  Medicaid  rate  of  payment  for  the  above  ser- 
vices is  equal  to  the  total  of  the  per  visit  operating  and  capital  cost  components. 
The  per  visit  operating  cost  component  is  equal  to  the  1978  published  rate  for 
operating  costs,  reduced  by  an  amount  necessary  to  reflect  the  exclusion  of  certain 
services  since  1978,  and  increased  by  5  percent  for  inflation. 

The  capital  cost  per  visit  is  based  on  the  1977  cost  report  except  that  the 
amount  may  be  adjusted  for  major  expenditures  since  1977  that  have  received 
necessary  approvals.  In  addition,  the  provider  must  supply  the  commissioner  with 
a  certified  statement  of  the  expenditure.  The  commissioner  may  waive  limits  in 
providing  reimbursement  of  specialized  services  having  identifiable  costs  and 
statistics  (e.g.  outpatient  surgery). 

A  final  section  of  Chapter  56  sets  a  date  for  the  commission  to  submit  a 
report  on  financing  and  providing  ambulatory  care  in  New  York. 


New  York:  Chapter  44,  Assembly  Intro.  No.  2526 

Although  the  New  York  Department  of  Social  Services  decides  which  medical 
services  are  covered  under  the  Medicaid  program,  the  legislature  chooses  the  ser- 
vices that  are  eligibile  for  inclusion.  Last  year  New  York  required  reimbursement 
of  certain  services  while  others  were  moved  from  excluded  services  to  optional 
ones.  Podiatrist  services  and  private  duty  nursing  care  must  now  be  covered  by 
Medicaid.  Physical  therapy  and  relative  rehabilitative  services,  both  previously  re- 
quired, now  may  only  be  reimbursed  if  provided  at  the  direction  of  a  physician. 

Services  that  state  and  local  Medicaid  agencies  may  now  choose  to  cover  in- 
clude physical  therapy,  occupational  therapy,  and  speech  pathology  not  provided 
under  the  direction  of  a  physician,  and  private  duty  nursing  for  inpatient  medical 
assistance  recipients. 

New  York:  Chapter  8126 

Public  assistance  and  Medicaid  payments  and  eligibility  floors  were  increased 
in  New  York  in  1979.  The  amount  of  the  increase  depends  on  the  type  of  living  ar- 
rangement and  the  geographic  area  of  the  residence.  For  example,  couples  receiv- 
ing family  care  within  New  York  City  may  receive  $668.92  while  those  outside  the 
city  are  eligible  for  $592.92.  Eligibility  levels  for  persons  in  families  with  three  or 
less  members  have  been  raised;  larger  families  have  not  received  an  increase.  An 
appropriation  is  made  to  carry  out  this  act. 
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New  York:  Chapter  277  A4516A 

The  Department  of  Social  Services  is  now  responsible  to  determine  eligibility 
and  furnish  medical  assistance  to  persons  who  are  released  after  spending  at  least 
five  years  in  a  state  department  of  mental  hygiene  facility.  Discharges  from  the  in- 
stitution lasting  less  than  90  days  are  counted  as  part  of  the  five  years. 

The  department  may  delegate  their  responsibility  under  this  act  to  the  various 
social  service  districts  in  New  York. 


North  Carolina:  Senate  Bill  529,  Chapter  941 

Demand  for  state  operated  intermediate  care  facilities  for  the  mentally 
retarded  increased  so  dramatically  in  North  Carolina  in  1979  and  1978  that  the 
counties'  portion  of  the  Medicaid  expenses  exceeded  the  amount  budgeted  for  this 
item.  In  addition,  state  action  amending  the  reimbursement  process,  settling  cost 
disputes  from  prior  years,  and  increasing  the  county  share  for  skilled  nursing  and 
intermediate  care  facility  payments  exacerbated  this  shortfall. 

In  response  to  these  problems,  the  Department  of  Human  Resources  was 
directed  by  the  legislature  to  assume  the  county  share  of  the  unbudgeted  Medicaid 
costs  for  intermediate  care  facilities  for  the  mentally  retarded  in  FY  1976-77  and 
FY  1977-78.  Funding  for  this  action  will  come  from  the  unbudgeted  receipts  from 
the  state  institutions  during  FY  1978-79. 

North  Carolina:  Senate  Bill  559,  Chapter  925 

This  North  Carolina  statute  permits  nursing  home  patients  to  take  up  to  18 
days  for  a  therapeutic  home  visit  without  losing  Medicaid  benefits. 


Oklahoma:  House  Joint  Resolution  1017 

Expands  the  coverage  of  the  Oklahoma  Drug  Program  to  include  the  Aged, 
Blind,  Disabled  and  the  medically  needy  with  catastrophic  illnesses.  Full  par- 
ticipation and  cooperation  with  federal  programs  is  encouraged  in  order  to  gain 
maximum  federal  financial  assistance.  A  state  of  emergency  is  declared  so  that 
this  act  may  go  into  effect  immediately. 

Oregon:  House  Bill  3110 

Permits  Oregon  Medicaid  nursing  home  residents  to  retain  up  to  $50  a  month 
of  personal  income.  Medicaid  funds  may  be  used  to  supplement  those  who  do  not 
receive  $50  a  month  of  personal  income. 

South  Dakota:  Senate  Bill  247,  Chapter  181 

This  appropriation  act  allocates  $5000  to  pay  for  the  administration  and 
reimbursement  of  chiropractic  services  under  Medicaid.  Only  those  chiropractic 
services  allowed  by  Title  XIX  are  permitted  to  be  reimbursed  under  this  statute. 
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South  Dakota:  Senate  Bill  28,  Chapter  182 

Adult  dental  care  for  Medicaid  eligible  peresons  is  given  a  $42,204  allocation 
from  the  South  Dakota  Treasury. 


Washington:  House  Bill  254 

This  legislation  pertains  to  the  hearing  process  in  Washington's  public 
assistance  program.  Requires  that  all  hearings  be  conducted  by  the  secretary  of 
the  department  or  an  appointed  hearing  examiner.  A  tape  recording  must  be  made 
of  the  hearing  and  must  be  provided  to  the  appellant  upon  request.  If  the  ap- 
pellant takes  the  problem  to  superior  court,  he/she  is  entitled  to  a  transcript  of  the 
tape. 

The  length  of  time  for  requesting  a  hearing  and  the  secretary's  decision  time 
are  both  extended. 


Washington:  Senate  Bill  2753 

Extends  the  time  period  for  vendors  to  present  charges  from  60  days  to  120 
days.  Payments  may  not  be  made  after  the  deadline  unless  an  extension  is  given  by 
the  department. 


i 

i 


HJ  205  3   .Ai    G366  Mo.  6 

Geone  Wa.shinqton  University 
.    Interqov.ernmen  ta  1  Health 

Leqislative  snapshot. 


Intergovernmental 
Health  Policy  Project 


The  Intergovernmental  Health 
Policy  Project  serves  a  unique 
function  in  the  development  of  the 
nation's  health  policy.  It  is  the  only 
university-based  program  in  the 
country  concentrating  its  research 
efforts  exclusively  on  the  health  laws 
and  programs  of  the  50  state 
governments.  The  Project  provides 
assistance  to  state  executive  officials, 
legislators,  legislative  staff  and  others 
who  need  to  know  about  important 
developments  in  other  states.  At  the 
same  time,  the  IHPP  helps  federal 
officials  identify  innovative  state 
health  programs  and  specific  state 
problems. 


To  facilitate  these  information- 
brokering  activities,  the  IHPP 
maintains  direct  links  with  state 
governments,  state  legislatures, 
research  centers,  planning  agencies, 
and  interest  groups  throughout  the 
country.  Reliable,  up-to-date 
information  on  health  legislation  and 
programs  is  obtained  through  IHPP's 
own  network  of  knowledgeable  heath 
policy  experts  in  each  of  the  50 
states,  as  well  as  from  its 
clearinghouse  of  all  state  health 
legislation. 

Through  its  newsletter,  State 
Health  Notes,  research  publications, 
and  conferences,  the  IHPP  provides 
key  health  policy-makers  with  timely, 
comprehensive  examinations  of 
innovative  state  legislative  activities 
and  health  programs. 

The  Intergovernmental  Health 
Policy  Project  has  a  full-time  staff  of 
five  professional  researchers, 
supplemented  by  graduate  research 
assistants  and  consultants.  The 
publications,  research  and  services  of 
the  IHPP  are  made  possible  by  a 
grant  from  the  Health  Care  Financing 
Administration,  DHEW,  to  George 
Washington  University.  (HCFA  Grant 
#18-P-27  321/3) 
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